With such an inflammatory process one can conceive an interference to glandular secretion arising not only by paralysis of the secretory nerves, but also by injury to the glands themselves."
With regard to Dr. Grant's observations, it is clear that the groups of what I take to be dilated sebaceous glands, and the majority of the comedones, occur where there is no scarring and where the skin has not apparently been altered by the inflammatory process. I think therefore that one can legitimately ascribe the changes in the sebaceous glands, and indirectly in the follicles, to involvement of the nervesupply of the glands. That the secretion of sebum is under the control of the sympathetic nervous system is generally recognized.
It may be added that in none of these cases had any local application been used which could produce comedo formation.
Di8cussion.-Dr. F. PARKES WEBER asked if the President regarded the changes in question as secondary to nervous lesions. He had seen a trophic change of one upper limb, following herpes zoster, apparently due to lesions in the autonomic nervous system.
The PRESIDENT (in reply) said that, judging from the present case, he presumed that the sympathetic nerve-fibres which controlled sebaceous secretion had been paralysed by the herpes zoster. He had seen the patient in his first case since he had observed the changes in the follicles and, apart from the scarring, the skin was now normal. In the present case the pilosebaceous plugs were fewer than they were some weeks ago, and the apparent dilatation of the sebaceous glands was less. He thought that the only explanation was an involvement of the sympathetic fibres supplying the sebaceous glands.
This patient was shown at a meeting of the Section in 1933.1 Sections then obtained showed necrobiotic foci, surrounded by foam cells and new capillaries. Frozen sections indicated that these necrobiotic areas stained diffusely with Scharlach R, and, by means of a polarizing microscope, a few doubly refracting crystals, believed to be cholesterin esters, were demonstrated in the centre of these lipoid foci. An occasional histiocyte, loaded with lipoid granules, could be observed.
This case differed from those previously described in the finding of cholesterin crystals. It has since differed also from the majority reported in the immediate response of the skin lesions to control of the diabetes by Dr. George Graham, after being previously active for three years. It may be worth noting that some improvement followed a simple reduction of fat intake, before the carbohydrate metabolism was seriously tackled.
The blood-sugar has since been maintained at a normal level by the administration of 8 to 10 units of insulin daily. In the meanwhile, the lesions have involuted until all except one now show only atrophic scars. One scar only, on the right ankle, shows some hypertrophy and discoloration, with overlying telangiectases.
This case, therefore, while clinically showing the classical features of Urbach-Oppenheim's disease, both in its histology and response to treatment suggests the close relation of this condition to xanthoma diabeticorum. It seems possible that the same factors, with the addition of varying degrees of focal infarction, are responsible for necrobiosis lipoidica diabeticorum.
This woman, aged 36, has been attending hospital for some time on account of a persistent erythematous squamous eruption on the face. The appearances of this eruption vary greatly from time to time, usually resembling seborrhceic eczema or rosacea, but sometimes being more suggestive of lupus erythematosus, and at other times even suggesting a rosaceous tuberculide. The condition has proved extremely Section of Dermatology 977 resistant to a great variety of local and other treatments. She is now having gold injections.
Of no interest to the patient is the presence of a score of small cysts in the skin overlying the epigastrium. These cysts have been present as long as she can remember. Their size varies from that of a small to a large pea; their colour from yellow to grey. On the surface of some may be seen a single, dilated, blocked follicle. These somewhat enlarged blocked follicles are also conspicuous below the cysts, especially in the suprapubic scars, resulting from operations for hernia and ovarian cyst.
I think it will be agreed that the clinical appearances are typical of the rare condition first described by Pringle as " steatocystoma multiplex " and subsequently by Gunther as " sebocystomatosis ".
The study of serial sections following excision of these small cysts, shows several striking features:
(1) Small follicular horny cysts at various levels in the epidermis and dermis;
(2) The two large cysts, originally quite spherical on excision, have been shrunken by dehydration;
(3) One of the cysts is seen to contain a whorled mass of lanugo hairs; and (4) A sebaceous gland lying on the wall of this cyst is seen to communicate directly with its lumen.
These histological appearances support the view that this condition is a cystic na-vus of pilosebaceous origin. At the meeting last October Dr. Parkes Weber showed two brothers having this condition, and in addition appearing to have what would otherwise have been regarded as sebaceous cysts; the question arises whether this condition, in its origin and histology, bears any relation to those sebaceous cysts.
Discussion.-Dr. F. PARKES WEBER, in reply to Dr. Klaber's question concerning the two brothers whom he (Dr. Weber) had shown at a meeting of the Section,' said that no histological examinations had been made, but since then he had seen a young woman who had sebocystomatosis, localized especially in both axillee. In that case a biopsy had been made, and Dr. Freudenthal would be able to answer Dr. Klaber's question about it, i.e. as to the origin of the cysts. He (Dr. Weber) preferred the term " sebocystomatosis ", just as he preferred " xanthomatosis " to " xanthoma multiplex ".
Dr. W. FREUDENTHAL said that sections obtained from Dr. Parkes Weber's recent case showed cysts of the sebaceous glands and of the hair follicles. The former were attributed to obstruction of sebaceous ducts ; the latter to obstruction of hair-ostia. The apocrine glands were normal. In Dr. Klaber's case, the presence of comedones overlying the cysts and in the suprapubic scars raised the question as to whether these cysts m-night not be pilosebaceous retention cysts.
Dr. I. MUENDE said that he first saw a case of sebocystomatosis, in Vienna, eight years ago when the patient, a man, had numerous lesions distributed over the mnidline of the chest and also the axille. He cut serial sections as he then had the idea that the cysts might possibly have arisen from the apocrine glands. The histological study, however, did not confirm any such association and he accepted the view that the cysts arose as a result of blockage of the pilosebaceous follicle. Although in the four cases shown in England the patients were women, Gunther's 13 cases were in men, and statistics appeared to show that it was more common in men than in women. This feature was, he thought, one which did not lend support to the contention that it was due to an association with the apocrines. POSTSCRIPT (25.5.37).-Small axillary cysts are now developing. [R.K.] Lichen Scierosus et Atrophicans (Hallopeau).-ROBERT KLABER, M.D. The patient is a woman aged 53. The condition began seven years ago when her daughter noticed a white patch in the small of her back. Since then, further similar lesions have appeared over many areas. The appearance of a new patch is not
